
Any person who knowingly and with intent to defraud or deceive any insurance company files a statement of claim containing any materially false, incomplete or misleading information is guilty of a crime.

TO ALL PROVIDERS OF HEALTH SERVICES: You are authorized to provide consulting health professionals acting on Aetna U.S. Healthcare’s behalf with the
information needed to evaluate and administer claims for benefits. I know that I have a right to receive a copy of this authorization upon request and agree that a
photographic copy of this authorization is as valid as the original.

Date: _________________________ Patient’s or Authorized Person’s Signature ____________________________________________________

Complete blocks 1 through 16 and sign below. Dentist to complete block 17 or attach itemized billing. All Claims must be mailed to address on this form within three months of the
date of service. See box below for instructions for submitting benefit predetermination.

Active Employee /
Retiree / Dependents 
Group #721059
Dental Benefits Claim Form

Complete this form and submit to:
Aetna U.S. Healthcare of Washington
P.O. Box 91028
Seattle, WA  98111-9128
1-888-252-2734 -ACTIVE
1-888-252-2732 -RETIREE

Part 1 / Patient Information – Use separate form for each patient
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Patient’s Name
First Initial Last

Relation to Participant �� �� �� �� ��
Self Spouse Child Step Child Other

If claim is for dependent child, when charges were incurred, was child:

Married? ��  Yes ��  No Employed? ��  Yes ��  No

Unable to work due to disability? ��  Yes ��  No

Covered by accident insurance through school? ��  Yes ��  No

Give name and address of current or former employer or school:

__________________________________________________________________________

Participant’s Name, Address, City, State, Zip

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

Participant’s Telephone No. ( _____ ) _________________________________________

Birthdate
Mo Day Year

Is this claim due to an accident or injury? �� Yes �� No
�� Home �� Auto �� School �� Work

�� Other_____________________________________________________________________

Date of Accident_______________________  Time of Accident___________ �� AM   �� PM

If another party was responsible for the accident, do you intend to make a claim 
against this party? �� Yes �� No

Is this a New Address? �� Yes �� No

If accident occured at work is case
covered under Workers’ Compensation? �� Yes �� No

Do you or any of your dependents have
other group medical coverage? �� Yes �� No
(This includes other Aetna U.S. Healthcare of Washington coverage)

Name and Address of other Carrier_______________________________________________

___________________________________________________________________________

Name of Covered Person(s)_____________________________________________________

Account (ID) Number  ____________________________________

Group Number (if any) ____________________________________

Coverage is for: �� Patient �� Spouse �� Children

Dentist Name, Address, City, State, Zip

Dentist’s IRS Tax No. or Social Security No.
You are required by law to provide this number.

Identify Missing Teeth
With X

Dentist’s Telephone No.

(       )
17 First Visit Date

Current Series
Place of Treatment

Office Hosp ECF Other

Hospital (If Hospitalized) Admission Date Discharge Date

14 Is any of this treatment for orthodontic care? �� Yes �� No

16 Have these charges been paid? �� Yes �� No  (If no, payment will be made to the provider.)

15 Is this treatment for prosthesis? �� Yes �� No
Is this initial prosthesis? �� Yes �� No
If no, date of last replacement 
Reason for replacement

H E A L T H  P L A N S
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Part 2 / Dental Information – Use separate form for each dentist

TOTAL FEE
CHARGED

4 5 Participant’s Social Security No.Patient

��  M ��  F – – –

Radiographs or
Models Enclosed?

No Yes How
Many? Check One: Dentist’s Predetermination Estimate ��

Dentist’s Statement of Actual Services ��

* The estimates are based on the information we have at present. Estimates will be subject to eligibility, and plan maximums may 
be reduced by payments made before these services are rendered. Actual payments will be made in the order of claims received.

Examination and Treatment Plan. List in order from Tooth No. 1 Through Tooth No. 32.  Use Charting System Shown.

Tooth 
# or

Letter
Surface

Description of Service
(Including X-Rays, Prophylaxis, Materials Used, Etc.)

Line No.

Date Service
Performed

Mo Day Yr.

Procedures
Number Fee

This Plan does require predetermination of dental services when total expense exceeds $500. All predeterminations of benefits are subject to the patient’s continuous eligibility for Dental benefits and therefore are not a guarantee of
actual benefits to be paid.To receive a predetermination of benefits, check “Dentist’s Predetermination Estimate” above, complete this form and send it to us. We will return to you an explanation of benefits. When treatment is completed,
check “Dentist’s Statement of Actual Services, “ fill in the dates of service and return it to us for processing. Please submit x-rays.
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